rhage (performed in most patients by one specialist surgeon). Indeed, comparison with the report of Ratnoff and Patek9 showed that in patients with ascites there has been virtually no change in mortality in the last 50 years.
There are several explanations for the poor life expectancy of patients with cirrhosis. The proportion for whom there was any form of "specific" treatment, such as corticosteroids, penicillamine, or venesection, barely exceeded 5 %. Most patients already had decompensated liver disease when first seen and died of progressive liver failure or hepatoma, a tumour which has proved particularly resistant to treatment. Fewer succumbed to gastrointestinal haemorrhage, nearly always as a result of hepatorenal failure rather than exsanguination. Lastly, the proportion of patients with alcoholic cirrhosis who abstained after discharge averaged only 19% over the 18 years.
Because alcoholic cirrhosis is emerging as the most common form of the disease, ways must be found to detect alcoholics at risk of developing liver damage and treatment programmes devised which will lead to successful abstinence. The causes of cryptogenic cirrhosis, which still accounts for a significant proportion of patients, also need to be identified. Diagnosis must be made before decompensation has occurred, otherwise we shall continue to waste resources in unsuccessful treatment of patients with irreversible liver disease.
We are grateful to our medical colleagues and records staff for invaluable help in identifying patients; Mr P G Bevan for expert In an attempt to find answers to these questions we organised a survey of falls at home in people aged 65 and over in the Birmingham area. A group of persons reporting falls were matched for age and sex with a control group, and both were followed for one year after the fall.
Material and methods
Six general practices in and near Birmingham kindly agreed to take part and to notify a research nurse of all falls occurring in people aged 65 and over that came to their attention during an observation period of one year. Falls were defined as "untoward events which resulted in the subject involuntarily coming to rest on the ground." This excluded episodes of staggering against the wall or falling into a chair or on to a bed. In a few instances consciousness was lost and there was a suspicion of an epileptic fit; and in two cases the fall represented the onset of a stroke. The location included the house and its immediate surroundings, the front and back steps, the courtyard, and the garden but excluded falls in the street. Most of the participating doctors looked after some patients in local authority residential homes, and any of those who fell were included in the survey.
Information about falls was sought from the general practitioners themselves, their receptionists, community nurses, home helps, staff of residential homes, police, and other informants. Most falls were reported by the practitioner himself and were accompanied by at least a minor injury. Falls were reported at a rate of 20 falls per 1000 population aged 65 and over per year. The follow-up studies suggested that this was only a fraction of all falls occurring in the age group, most of which did not come to the notice of the doctor.
The control group was obtained by drawing at random from the list of the general practitioner the name of a patient of the same sex and the same year of birth as the faller. All but one faller and all controls agreed to take part fully in the study; but sufficient information was obtained about the circumstances of the fall in the one who refused to allow her inclusion in the study. Table I shows the age and sex distributions of fallers and controls. Most fallers were aged 75 and over. There were five times as many women as men, whereas in the population from which they were drawn there were twice as many women as men. 
Results
The retrospective information obtained from controls at the threemonth follow-up was used as a basis for estimating the incidence of falls in a sample of the elderly population (table II) , which proved to be almost 20 times higher than the incidence of reported falls. Injury, however, was rare in these cases; almost certainly the original sample of fallers was biased by including mostly people who were injured when they fell. 
Most subjects rose or were helped to their feet rapidly; but 20 remained on the floor unable to rise for more than one hour, four of these for more than six hours. None of these had a fracture and none was known to have suffered hypothermia, though temperature recordings were not obtained.
Comparison between fallers and controls- Drugs-Fallers were more likely than controls to have taken drugs within 24 hours of the fall (or of the corresponding time in the controls), especially hypnotics, tranquillisers, and sedatives. In general, fallers were more ill and disabled than were their age-and sex-matched controls.
Mortality-The mortality of fallers and controls is shown diagrammatically in the figure. At the end of one year 32 fallers, a quarter of the series, had died compared with eight controls. The cause of death was obtained from the death certificates, and there was no difference in the diagnostic categories used between the fallers and the controls. No faller was recorded as having died as a result of a fracture or hypothermia. Table IV Social circumstances-Half of the fallers lived alone and one-fifth lived with an aged spouse only. There was no significant difference between fallers and controls in their living arrangements. Fallers made more use than did controls of home helps and community nurses; and more fallers lived in residential homes. One half of the fallers and a similar proportion of the controls lived in houses that were equipped with a telephone, but only 10 fallers, nine of them in sheltered housing, had an alarm system. No faller used the telephone after falling, but one received an incoming call and was able to indicate her plight. Of the nine fallers with a call system, two used it successfully, one attempted unsuccessfully to use it, and the other six made no attempt to use it.
Discussion
Falls in old people at home are not usually due to external hazards but reflect instability associated with impaired general health. No doubt many different physiological mechanisms play a part; and retrospective inquiries some days after the occurrence of the fall cannot be expected to identify these. Little evidence was found, however, to support the statements frequently made that falls in old age are often caused by vertebrobasilar ischaemia, cervical spondylosis, and the like. It seems much more common for falls to result from errors in environmental perception, slowing of responses, and weakness of support; but a great deal more needs to be known about the circumstances of the falls before this assertion can be made with confidence. Those at risk of falling are people aged 75 and over who are housebound and have an abnormal gait, tending to clutch on to furniture, to grip a walking frame, to express fear of falling while on their feet, and to walk with short irregular steps. The very grave prognosis in those who fall may reflect the fact that fallers are generally ill. Possibly the experience of falling shortens life, but our evidence does not support that belief, except in those cases when the fall led to a prolonged period lying on the ground.
Any policy for the prevention of falls should put emphasis on the physical state of the faller. Hypnotics, sedatives, and tranquillisers should not be prescribed for the very frail. Antihypertensive and antidepressant medication and alcohol present a further small potential risk.
Many of the very old who were most at risk of falling lived alone or had only limited support. Telephones and alarm devices were unsuccessful in drawing attention to their plight. Those at risk may be readily identified. They probably constitute not more than one per cent of any practice list and are in touch with the family doctor. Organising a preventive visiting service for them should not be beyond the resources of the average general practice. The visit should include a review of medication, a check of blood pressure, a general physical examination, a search for environmental hazards, and a review of the arrangements for surveillance, especially in the event of a further fall. This need incur no special costs. The more elaborate system practised in the Borough of Stockport6 and elsewhere in which radio-controlled home helps are summoned to the homes of old people who have fallen is an imaginative technical advance; but there is room also for less costly and less elaborate schemes.
